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F 000 INITIAL COMMENTS F 000

 The Health Survey and Complaint investigation 

#KS00090915 and KS00093383 on the 

above-named facility resulted in a finding of no 

deficiency citations respective to applicable 

regulations under 42 CFR Part 483, Subpart B, 

requirements for long term care facilities.
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following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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